Introduction
============

Due to the increased prevalence of comorbid conditions, people often have more than one disease that needs to be managed consistently over time.[@R1]^,^[@R2] Health-care providers can do this through a person-focused approach, which entails goal-oriented, rather than disease-oriented care. The goal is to manage people's illnesses through the course of their life.[@R1]^,^[@R2] Therefore, person-focused care should be continuous, accessible and comprehensive. It should also be coordinated when patients have more than one provider.[@R1]

Patients' assessment of health care can be divided into what patients find important and what they have experienced.[@R3]^--^[@R5] Importance refers to what people see as desired features of health care -- i.e. patients' instrumental values.[@R6] The combination of instrumental values and patients' experiences constitute quality judgments, which provides insight on the extent to which health-care providers meet these values. Both instrumental values and experiences of primary care patients vary between countries.[@R6]^--^[@R8] These judgements can be transformed into a measure of improvement potential. When an aspect of care is experienced as poorly performed, but not considered important, this can be seen as less of a quality problem than if patients consider the aspect important.[@R9] More important aspects of care thus have higher improvement potential.

The structure of primary care can relate to person-focused care in various ways. In stronger primary care structures the providers are more likely to be involved in a wide range of health problems at different stages of the patients' lives. This is expected to increase continuity of care and providers' responsiveness to the patients' values regarding continuity, comprehensiveness and communication. Patients will use services more readily if they know a broad spectrum of care is offered.[@R10] A stronger primary care structure is associated with more accessible primary care,[@R11] which is one of the core features of person-focused care. Therefore, we expect that in countries with a stronger primary care structure, the patient-perceived improvement potential of person-focused primary care is lower.

The primary care structure comprises governance, economic conditions such as the mode of financing of providers and expenditures on primary care, and workforce development -- the profile and the education of the primary-care providers.[@R12]^,^[@R13]

We wished to quantify the extent to which the structure of primary care at the national level in 34 countries is related to patient-perceived improvement potential for features of person-focused care. To study this relationship, the empirical relations between the providers -- general practitioners -- and patients need to be considered ([Fig. 1](#F1){ref-type="fig"}). The primary care structure influences the behaviour of the practitioners, which will influence patients' experiences. Patients' characteristics -- e.g. age and income -- influence patients' individual experiences and values. We focus on the system level to study characteristics that are amenable to policy interventions.

![Features that influence the extent to which primary care is person-focused](BLT.14.140368-F1){#F1}

Methods
=======

We derived aggregated data on patient-perceived improvement potential in 34 countries from the QUALICOPC study (Quality and Costs of Primary Care in Europe). In this study, patients in 31 European countries (Austria, Belgium, Bulgaria, Cyprus, Czech Republic, Denmark, Estonia, Finland, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta, the Netherlands, Norway, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, Switzerland, the former Yugoslav Republic of Macedonia, Turkey, the United Kingdom of Great Britain and Northern Ireland) responded to surveys. Three non-European countries (Australia, Canada, New Zealand) were also included. In each country, patients of general practitioners filled in the questionnaires (target: *n* = 2200 per country; Cyprus, Iceland and Luxembourg *n* = 800). In Belgium, Canada, Spain and Turkey, larger samples were taken to enable comparisons between regions ([Table 1](#T1){ref-type="table"}). We aimed to get a nationally representative sample of general practitioners. If national registers of practitioners were available, we used random sampling to select practitioners. In countries with only regional registers, random samples were drawn from regions that represented the national setting. If no registers existed, but only lists of facilities in a country, a random selection from such lists was made. The patients of only one practitioner per practice or health centre were eligible to participate. Details of the study protocol have been published elsewhere.[@R14]^,^[@R15]

###### Overview of the survey investigating the potential for improvement of primary care in 34 countries, 2011--2013

  Country                                     No. of general practitioners facilities^a^   No. of patient experience questionnaires completed   No. of patient values' questionnaires completed   Relative strength of primary care structure^b^
  ------------------------------------------- -------------------------------------------- ---------------------------------------------------- ------------------------------------------------- ------------------------------------------------
  Australia                                   133                                          1190                                                 138                                               Strong
  Austria                                     180                                          1596                                                 188                                               Medium
  Belgium                                     411                                          3677                                                 407                                               Medium
  Bulgaria                                    221                                          1991                                                 222                                               Weak
  Canada                                      553                                          5009                                                 806                                               Strong
  Cyprus                                      71                                           624                                                  71                                                Weak
  Czech Republic                              220                                          1980                                                 220                                               Weak
  Denmark                                     212                                          1878                                                 209                                               Strong
  Estonia                                     128                                          1121                                                 126                                               Medium
  Finland                                     139                                          1196                                                 129                                               Medium
  Germany                                     237                                          2117                                                 234                                               Medium
  Greece                                      221                                          1964                                                 219                                               Weak
  Hungary                                     221                                          1934                                                 215                                               Weak
  Iceland                                     90                                           761                                                  82                                                Weak
  Ireland                                     191                                          1694                                                 186                                               Medium
  Italy                                       219                                          1959                                                 220                                               Strong
  Latvia                                      218                                          1951                                                 212                                               Medium
  Lithuania                                   225                                          2011                                                 224                                               Medium
  Luxembourg                                  80                                           713                                                  79                                                Weak
  Malta                                       70                                           626                                                  68                                                Weak
  Netherlands                                 228                                          2012                                                 222                                               Strong
  New Zealand                                 131                                          1150                                                 197                                               Strong
  Norway                                      203                                          1529                                                 175                                               Medium
  Poland                                      220                                          1975                                                 219                                               Weak
  Portugal                                    212                                          1920                                                 215                                               Strong
  Romania                                     220                                          1975                                                 220                                               Strong
  Slovakia                                    220                                          1918                                                 220                                               Weak
  Slovenia                                    219                                          1963                                                 216                                               Strong
  Spain                                       433                                          3731                                                 431                                               Strong
  Sweden                                      88                                           773                                                  112                                               Medium
  Switzerland                                 200                                          1791                                                 198                                               Weak
  The former Yugoslav Republic of Macedonia   143                                          1283                                                 143                                               Medium
  Turkey                                      290                                          2623                                                 292                                               Medium
  United Kingdom^c^                           160                                          1296                                                 155                                               Strong

^a^ Patients of one general practitioner per facility were surveyed.

^b^ Based on Kringos et al. 2013.[@R11]

^c^ Only patients in England were surveyed.

In nearly all countries (30), trained fieldworkers were sent to the participating practices to collect patient data using paper questionnaires. In Canada, Denmark, New Zealand, the United Kingdom and parts of Norway and Sweden, the practice staff were instructed to distribute and collect the questionnaires. The fieldworkers and practice staff were instructed to invite consecutive patients, who had had a face-to-face consultation with the practitioner and who were 18 years or older, to complete the questionnaire until 10 questionnaires per practice were collected. Of these 10 questionnaires, nine assessed the experiences in the consultation which had just occurred and one questionnaire included questions about the patient's primary care values. The proportions of the questionnaires were based on the findings that, within a country, patients' experiences varied widely but there was little variation in what the patients found important.[@R7] In the patient experience questionnaire, patients were asked to indicate whether they agreed with a statement by selecting "Yes" or "No" answers. For example, the proportion of negative experiences for the statement "during the consultation the doctor had my medical records at hand" would be the proportion stating that the doctor did not have the medical records at hand. In the patient values' questionnaire -- which contained the same questions as the patient experience questionnaire -- patients could indicate the importance of a statement, e.g. the importance of the doctor having medical records at hand, by selecting "not important", "somewhat important", "important" or "very important". The answers were scored, ranging from 1 (not important) to 4 (very important). Missing answers were excluded from the calculations.

Ethical approval was acquired in accordance with the legal requirements in each country. The surveys were carried out anonymously. Data collection took place between October 2011 and December 2013. The patient experience questionnaire was filled in by 61 931 patients and the patient values' questionnaire by 7270 patients. Appendices A and B contain the questionnaires (available at: http://[www.nivel.nl/pdf/Appendices-Assesing-the-potential-for-improvement-of-PC-in-34-countries-WHO-Bulletin-2015.pdf](http://www.nivel.nl/pdf/Appendices-Assesing-the-potential-for-improvement-of-PC-in-34-countries-WHO-Bulletin-2015.pdf)).

Operationalization of concepts
------------------------------

### Dependent variables

As an outcome indicator for health care, we used the patient-perceived improvement potential, which is based on the consumer quality (CQ) index, a validated and standardized measurement instrument.[@R16] Person-focused primary care was measured using 16 items, such as whether the practitioner displayed knowledge about the patient's personal living circumstances. The items were derived from the CQ index for general practice and tested in the QUALICOPC pilot study.[@R15]^,^[@R17] Improvement potential was expressed in improvement scores, which are calculated by multiplying the proportion of negative experiences for each question -- the answers which indicate lower quality -- with the value scores of the corresponding statement per country. The value score was calculated by taking the mean value for each country on a scale from one to four. A higher improvement score indicates a higher need for improvement.

The improvement potential of each country was measured for the following main features: accessibility/availability (five questions), continuity (three questions), comprehensiveness (two questions), patient involvement (one question) and doctor--patient communication (five questions). For each feature, a mean patient-perceived improvement score was calculated. Based on the range of scores found (0.11--1.95) the level of improvement potential is considered relatively low (0.11--0.72), medium (0.73--1.34) or high (1.35--1.95).

### Independent variables

For 30 countries (Australia, Canada, New Zealand and the former Yugoslav Republic of Macedonia were excluded), we collected data from the Primary Health Care Activity Monitor (PHAMEU) study on a set of indicators for the dimensions of governance, economic conditions and workforce development of the primary care structure.[@R18] Examples of such indicators are the availability of evidence-based guidelines for general practitioners (governance) and the percentage of medical universities with a postgraduate programme in family medicine (workforce development).[@R18] The PHAMEU database provides scores indicating the strength of each indicator, ranging from 1 (weak) to 3 (strong) and overall scale scores for each dimension, calculated using a two-level hierarchical latent regression model, and an overall structure score combining the three dimensions.[@R11] Additionally, we collected data for Australia, Canada, New Zealand and the former Yugoslav Republic of Macedonia using the same methods as for the PHAMEU study. [Table 1](#T1){ref-type="table"} lists the relative strength of each countries' primary care structure, Appendix C contains the indicators and Appendix D contains scale scores per dimension.

Statistical analyses
--------------------

One-tailed pairwise correlations were used to measure the associations between the independent and dependent variables, because the hypothesis has one direction, namely that a stronger primary care structure is associated with more person-focused care. *P* \< 0.05 was considered statistically significant.

Sensitivity analyses were done using an alternative method of analysis for the improvement scores. Multilevel analyses were used to calculate country-level scores of the experience and values items, using the country level residuals of the items. The scores were adjusted for several variables at the practitioner and patient level (e.g. age and gender of the general practitioners and patients). When comparing the raw improvement scores and the ones calculated on the basis of multilevel residuals no significant differences were found. Correlation coefficients between the raw improvement scores as used in this paper and the adjusted improvement scores were above 0.91.

In the PHAMEU conceptual model and corresponding database, gatekeeping (practitioners determining the necessity for referral of patients to other levels of the health system) is considered to be part of the process of primary care. However, in previous studies, gatekeeping has been used as a potential determinant of primary care performance. Therefore, additional sensitivity analysis was performed on the association between the improvement potential and gatekeeping. The results of this analysis are presented in Appendix E. Analyses were carried out using Stata version 13.0 (StataCorp. LP, College Station, United States of America) and MLWin version 2.25 (University of Bristol, Bristol, United Kingdom).

Results
=======

Improvement potential
---------------------

In total, 69 201 patients completed the questionnaire and the average response rate was 74.1% (range: 54.5%--87.6%). A detailed overview of the patients' experience scores, values' scores and patient-perceived improvement scores per country are provided in Appendices F--H. The background characteristics of the patients can be found in Appendix I.

For accessibility of care, five countries -- Cyprus, Portugal, Slovakia, Spain and Turkey -- showed a medium level of improvement potential. The remaining countries showed a low improvement potential. While most of the countries were found to have a low improvement potential regarding the continuity of care, Greece, Malta and Turkey show a medium level and Cyprus a high level. Comprehensiveness of care showed a medium level of patient-perceived improvement potential in 20 countries and a relatively high level in Cyprus, Malta and Sweden. Patients' involvement in decision-making about their treatment had a medium level of improvement potential in nine countries and a high level in Cyprus. In all countries, values were relatively low for doctor--patient communication, indicating that the primary-care providers meet their patients' expectations in this domain ([Table 2](#T2){ref-type="table"}).

###### Mean patient-perceived improvement scores for primary care in 34 countries, 2011--2013

  Country                                     Improvement score^a^                        
  ------------------------------------------- ---------------------- ------ ------ ------ ------
  Australia                                   0.38                   0.14   0.42   0.17   0.16
  Austria                                     0.41                   0.38   0.97   0.65   0.20
  Belgium                                     0.34                   0.26   0.57   0.26   0.22
  Bulgaria                                    0.66                   0.56   1.34   1.17   0.34
  Canada                                      0.38                   0.11   0.52   0.18   0.12
  Cyprus                                      1.25                   1.40   1.95   1.47   0.38
  Czech Republic                              0.44                   0.26   1.00   0.79   0.18
  Denmark                                     0.26                   0.18   0.82   0.56   0.23
  Estonia                                     0.40                   0.22   0.87   0.80   0.22
  Finland                                     0.46                   0.36   0.81   0.55   0.21
  Germany                                     0.33                   0.27   0.81   0.50   0.20
  Greece                                      0.72                   1.08   0.70   0.77   0.24
  Hungary                                     0.49                   0.49   1.05   0.48   0.30
  Iceland                                     0.53                   0.24   1.14   0.46   0.24
  Ireland                                     0.45                   0.26   0.72   0.66   0.37
  Italy                                       0.51                   0.31   0.91   0.76   0.42
  Latvia                                      0.51                   0.26   0.67   0.70   0.40
  Lithuania                                   0.52                   0.38   0.62   0.84   0.24
  Luxembourg                                  0.39                   0.31   0.62   0.57   0.23
  Malta                                       0.60                   1.17   1.36   0.65   0.33
  Netherlands                                 0.30                   0.25   0.91   0.47   0.28
  New Zealand                                 0.22                   0.11   0.52   0.18   0.12
  Norway                                      0.52                   0.31   0.93   0.52   0.21
  Poland                                      0.55                   0.56   1.02   0.90   0.23
  Portugal                                    0.73                   0.19   0.50   0.73   0.27
  Romania                                     0.55                   0.30   1.04   0.65   0.29
  Slovakia                                    0.74                   0.53   1.12   0.63   0.28
  Slovenia                                    0.53                   0.32   1.16   0.78   0.23
  Spain                                       0.90                   0.29   1.16   0.57   0.36
  Sweden                                      0.54                   0.62   1.38   0.60   0.27
  Switzerland                                 0.27                   0.18   0.60   0.27   0.16
  The former Yugoslav Republic of Macedonia   0.38                   0.23   0.92   0.61   0.14
  Turkey                                      0.77                   0.84   1.06   0.38   0.36
  United Kingdom^b^                           0.42                   0.30   0.77   0.47   0.21

^a^ The improvement score was calculated by multiplying the proportion of negative patient experiences with the mean importance score.

^b^ Only patients in England were surveyed.

Note: Scores between 0.11--0.72 were considered as a low level of patient-perceived improvement potential. Scores between 0.73--1.34 were considered as a medium level of patient-perceived improvement potential. Scores between 1.35--1.95 were considered as a high level of patient-perceived improvement potential.

The relatively high levels of patient-perceived improvement potential in Cyprus -- three features with high potential and one feature with medium -- indicate weak performance of primary care. In Turkey, three areas showed a medium level of patient-perceived improvement potential. Countries showing relatively low improvement potential in all features were Australia, Belgium, Canada, Ireland, Latvia, Luxembourg, New Zealand and Switzerland, indicating that primary care in these countries is perceived as person-focused.

Primary care structure
----------------------

The patient-perceived improvement potential for continuity and comprehensiveness of care had a significant negative association with the overall structure of primary care. If a country has a stronger primary care structure, primary care is more person-focused for these features. For the separate structural dimensions, patients' perceived care to be more continuous in countries with stronger primary care governance. Stronger economic conditions in primary care were found to be associated with all features of person-focused care. Although workforce development correlated negatively with all features, none of the values were significantly correlated ([Table 3](#T3){ref-type="table"}).

###### Correlations between the strength of primary care structure and patient perceived improvement scores in 34 countries, 2011--2013

  Feature             Primary care structure                           
  ------------------- ------------------------ ----------- ----------- ---------
  Accessibility       −0.2562                  −0.1136     −0.3187\*   −0.2244
  Continuity          −0.3962\*                −0.3320\*   −0.3833\*   −0.2263
  Comprehensiveness   −0.3230\*                −0.1739     −0.3663\*   −0.269
  Involvement         −0.2833                  −0.0484     −0.5768\*   −0.2772
  Communication       −0.1202                  −0.0475     −0.3720\*   −0.0513

\**P* \< 0.05 (one-tailed).

In eight countries where patient-perceived improvement potential is relatively low, the overall strength of the primary care structure varies. The relative strength is strong in Australia, Canada and New Zealand, medium in Belgium, Ireland and Latvia and weak in Luxembourg and Switzerland. The strongest associations between strength and improvement potential were found for economic conditions for primary care. These conditions are relatively strong in Australia, Belgium and New Zealand and medium in Latvia and Switzerland.

Discussion
==========

This study evaluates the extent to which primary care in 34 countries is person-focused by asking patients of general practitioners about what they find important and their actual experiences. The combination of these aspects provides us with insight on what patients perceive as priority improvement areas. In most countries primary care shows one or more features with a medium or high level of patient-perceived improvement potential. Accessibility and continuity of care show relatively low improvement potential, while in many countries comprehensiveness is indicated as a priority area. In this study, comprehensiveness of care indicates whether general practitioners ask their patients about additional problems and whether there is opportunity to discuss psychosocial problems. Our results confirm previous studies showing that practitioners perform well on general aspects of communication.[@R19]^--^[@R21] One explanation for this result could be the on-going relationship between practitioners and their patients. Larger variations have been found between countries on the relevance of communication and practitioners' performance for specific issues.[@R22] Eight countries showed low improvement potential in all features, indicating positive patient experiences. Previous studies in Australia and New Zealand have also found positive patient experiences.[@R23]^,^[@R24] Another study comparing 10 European countries, found positive patient assessments in Belgium, Germany and Switzerland and less positive assessments in the United Kingdom and the Scandinavian countries.[@R21] This is largely in line with our findings.

We could largely confirm the hypothesis that a stronger primary care structure is associated with more person-focused care. Stronger structures were associated with more continuous and comprehensive care. Continuity is an important aspect of person-focused care. Stronger governance is also associated with more continuity. In countries with stronger economic conditions for primary care we found less improvement potential in all areas.

The sensitivity analysis for the association between gatekeeping and patient-perceived improvement potential showed that gatekeeping was associated only with lower perceived improvement potential for continuity of care.

Strengths of this study were the inclusion of data from many countries and that patients were asked about their actual experiences immediately after the consultation with their practitioners. There were also limitations. First, there are countries where other providers offer primary care besides general practitioners. These providers were not included in this study. Second, only the actual visitors to general practices were surveyed. This means that we do not have information about the people who do not have access to such practices. In all countries, improvement potential for accessibility of care might be higher than measured in this study. For example, a report based on the Canadian QUALICOPC data found that patient-reported access in this study is more positive compared to other previous studies.[@R25]^--^[@R28] Third, in Greece, most participating general practitioners worked in health centres, while there are also many practitioners in Greece working outside health centres. Comparing different countries should be done cautiously, since the extent to which general practitioners are involved in primary care and the types of illnesses they treat differs between countries.

When measuring instrumental values and experiences of patients, people may judge importance by what they have already experienced in health care.[@R6] For example, when practitioners in a country perform poorly on a certain aspect, patients might have lower expectations and will find this aspect less important. Experiences and values of patients have been found to be correlated,[@R6] perhaps because patients seek health-care providers who deliver care according to their values.

The World Health Organization advocates for primary care that puts people first. A stronger primary care structure is necessary to make progress towards this goal.[@R10]
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